services), to examine community needs, priorities, and preferences within the context of the MCP intervention. Sessions were audio recorded and transcribed. The research team analyzed the transcripts using Atlas.ti. Six frequently occurring themes were identified. Interviewees described the role of the family, traditional Chinese values, cancer stigma, and social norms (e.g. saving face) in adapting MCP. Researchers and clinicians should consider the role of the family in treatment, as well as specific social and cultural values and beliefs in adapting and delivering MCP for Chinese patients with advanced cancer.
Cultural differences between Western health care workers and Chinese patients can add difficulty to end-of-life care [13] .
There are few studies that have specifically focused on existential or spiritual domains in treatment or measured the impact of meaning-making psychotherapeutic treatment on QOL in patients with advanced cancer [14] . In response to the paucity of such literature, Breitbart et al. developed Meaning-centered psychotherapy (MCP) [14, 15] . Based on the principle that humans are motivated by a "will to meaning," drawn from Victor Frankl's work with Holocaust survivors, MCP is designed to help patients with advanced cancer sustain or enhance a sense of meaning as they approach the end-of-life [15] . A small but growing body of research has demonstrated that MCP significantly reduces psychological distress (e.g. depression, hopelessness, anxiety, and desire for hastened death) and significantly increases spiritual well-being and a sense of meaning and purpose in life in patients with advanced cancer [14, 16, 17 ]. Breitbart's MCP intervention consists of seven (individual) or eight (group) 90 min sesssions [16] ( Table 1) .
The efficacy of MCP was tested in a randomized controlled clinical trial to assess its impact on reducing psychological distress and improving spiritual well-being with an English speaking, predominantly White (71.2%) sample in which Asian-Americans were not included as a demographic category [17] . MCP has not yet been adapted for racial-ethnic minorities who may hold different cultural, spiritual, and religious values, attitudes, and beliefs and for whom the concept of "meaning" may differ from their White counterparts [13] . The present study describes a qualitative community needs assesment to inform the adaptation of MCP for Chinese cancer patients, a large, underserved, and understudied minority community.
In this study, we sought to determine the needs and issues that are important to Chinese cancer patients, to inform adaptation of the MCP intervention. Our study was informed by the ecological validity model (EVM) of Bernal et al. [18] and the cultural adaptation process (CAP) model of Domenech-Rodriquez and Weiling [19] . The EVM focuses on cultural adaptations to the content of evidencebased treatments. The EVM consists of eight dimensions of treatment interventions that serve as a framework for adapting psychosocial interventions for minority populations: Language, Persons, Metaphors, Content, Concepts, Goals, Methods, and Context [18] . The CAP was developed to be used together with the EVM [19] . The CAP has three phases: (1) Meetings with community leaders to explore interest and needs and gathering information to inform intervention adaptation; (2) Measurement issues and selection of the specific intervention itself, including initial pilot-testing of the intervention; (3) Adaptation iterations, to be made as needed [19] . This study corresponds to Phase 1 of the CAP model.
Methods
Study staff worked closely with partners in the Chinese community to identify key Chinese-serving community leaders and health professionals with a range of areas of expertise (i.e. oncology, psychology, palliative care, cancer support services), to examine community needs, priorities, and preferences within the context of the MCP intervention.
Potential interviewees were recruited by referral from the above mentioned partners in the Chinese community, and then approached by telephone to assess interest in participation. The PI (JL) conducted the interviews (in English) with interested parties in person, describing the MCP Interviews were transcribed and analyzed using Atlas. ti, a software package that has been used extensively for qualitative data analysis [20] . The analysis was conducted by the PI (JL) and two of the authors (FL, AC), using inductive analysis techniques. Inductive analysis requires that categories, patterns, and themes come from the data; this iterative process results in a coding scheme. Once the coding scheme was developed, the transcripts of the interviews were reread and coded (JL, FL, AC). The process of coding permitted reviewers to closely examine the prominent issues raised in the interviews and to identify specific themes, subthemes, and subtopics. Results were discussed (JL, FL, AC), disagreements on coding were resolved, and key themes were elucidated. Reviewers also agreed on selected quotations to illustrate the key themes.
Results
Eleven potential interviewees were approached and all agreed to participate. Of the 11 interviewees, nine were female and two were male. Six interviewees worked in an urban hospital setting, two in the hospice setting, two in community-based organizations, and one in a communitybased private practice. Seven interviewees provided direct care to patients, while the other four held advocacy/program development roles in the Chinese community. Five of the interviewees were physicians. Eight of the community leaders (72.7%) were ethnically Chinese and seven (63.6%) spoke Chinese. All had direct experience with Chinese patients.
Inductive analysis of the transcripts yielded thirty-eight codes (subtopics) within six key themes: (1) family; (2) culture; (3) immigration; (4) end of life; (5) distress, suicide, and symptom control; and (6) other specific adaptations to MCP ( Table 2) .
The majority of interviewees felt Chinese cancer patients and their families would endorse the following preferences for intervention methods (relating to Methods dimension of the EVM): family participation in sessions; experiential exercises and discussion (i.e. "life review") rather than didactics; session locations at hospitals, clinics, or where existing support groups are held; in-person versus phone sessions; and individual versus group sessions.
Family
All interviewees raised the issue of family in adapting MCP for the Chinese population. Many interviewees (n = 5) emphasized the cultural value of filial piety, i.e., a Confucian virtue of respect for one's parents, elders, and ancestors. "They have this sense of duty to take care of their parents and to respect them. If you don't emphasize those values, it will be very hard for [MCP] to be culturally relevant and to get buy-in."
Several interviewees (n = 4) described their treatment of Chinese cancer patients as characterized by a familycentered decision-making model rather than a Westernized model of patient autonomy. This was described as complicating clinicians' disclosure of medical information to patients, some of whom elected to have a family member, often an eldest son, receive information and make decisions about their care: "The first son is the decision maker … but [is not] the primary caregiver … So there's a lot of disjointed, fragmented communication." All (n = 11) recommended family participation in the MCP intervention, given the cultural norms around family involvement in medical care.
Culture
All interviewees (n = 11) described the unique role of culture in adapting MCP for the Chinese community. Interviewees (n = 5) described traditional views of Chinese patients, e.g. past-time orientation; guilt, fear of punishment, failure, and fatalism; and beliefs around superstition and luck. One interviewee described how these views might negatively impact spiritual well-being in a hypothetical Chinese cancer patient: "Why me? … Okay, that's because I'm not a good person; this is punishment from God … a lot of concern, regret, and guilt."
Social norms in Chinese culture were also discussed. One interviewee explained that differences between collectivistic Chinese culture and individualistic Western norms might contribute to Chinese patients' devaluation of interventions like MCP that focus on the internal psychological processes of the individual: "We're not individualistic … Most people, their responsibility is to their family, not really to themselves." While most interviewees (n = 8) warned that cultural norms of face-saving and privacy could impede treatment, one interviewee suggested that this norm might not apply to everyone. "A lot of people make assumptions that … Chinese patients don't want therapy. As long as you establish a good relationship with the patient and show a genuine desire to help them, they're gonna buy into it".
Interviewees suggested incorporating cancer-related education in the adapted intervention to combat culturally-influenced superstitions related to cancer. Interviewees (n = 5) discussed how cancer stigma related to fears of contagiousness and contamination. Some (n = 3) described employing indirect references to cancer (e.g. "angry tumor") when treating Chinese cancer patients: "We don't use the word 'cancer' in any of our materials … because of the stigma and the taboo around it". Others (n = 2) described the cultural belief some patients held that cancer occurred because of misdeeds the patient had committed in a past life.
Several interviewees suggested the adapted MCP intervention incorporate Chinese proverbs and terms. The majority of interviewees (n = 7) also endorsed addressing religion in MCP. One observed parallels between Eastern religions and the goals of MCP: "[Many] pay homage to their ancestors, and tradition is really important, [so] in meaning-making it would be good to incorporate that."
Immigration
Interviewees (n = 8) described the significance of Chinese cancer patients' immigration experiences in adapting MCP. Participants discussed Chinese patients' desire to return to their country of origin at the end of life as a common phenomenon. Interviewees advised that researchers be aware of the range of immigration histories patients may have experienced in adapting the intervention instead of adopting a one-size fits all approach. This heterogeneity extended to religious beliefs ("Older generations or people from Taiwan have more of a religious base. People from China, because of the Cultural Revolution, that's all gone"); language, generational status, and education ("The San Francisco area is more Cantonese-speaking, and older. In South Bay it's all tech, highly educated, very analytical"); and ethnicity ("Fujianese, Cantonese, Mandarin").
End of Life (EOL)
Interviewees (n = 3) stressed dying in the household was a serious cultural taboo that could cause anxiety and negatively impact spiritual well-being. One interviewee recounted an incident in which a patient committed suicide to avoid inadvertently dying at home and bringing her family bad luck. "She didn't want to leave the family with this guilt of dying at home."
Most participants (n = 9) recognized the Chinese cultural emphasis on a good death, where familial and financial responsibilities have been met and conflicts resolved, and suggested incorporating it into the MCP adaptation. One interviewee provided an example of a community-based workshop focusing on end-of-life issues that could be incorporated into MCP: "We call it 'Celebrating Life's Journey,' processing end-of-life, a life review".
Interviewees recommended the adapted intervention reframe patients' immigration experiences in discussions about meaning at the end-of-life. One interviewee suggested encouraging patients to speak freely by referring to the variety of cultural norms available to them as immigrants: "You're in America, you don't have to be restricted to these Chinese ways." Another described adopting a strengths-based approach building upon patients' immigration histories: "It's a survivor culture. Chinese patients have gone through lots of wars, lost lots of things. We try to frame [end-of-life preparation] as hoping for the best, planning for the worst."
The majority of interviewees (n = 10) were optimistic that MCP presented a valuable opportunity for Chinese patients to reframe their attitudes towards end of life, citing "fulfillment" and discovering "meaning" as potential benefits.
Distress, Suicide, and Symptom Control
Interviewees (n = 3) expressed significant concerns over Chinese patients' tendency to underreport pain, which would need to be addressed before spiritual well-being could be achieved. One bemoaned "neglect" of the interrelated issues of symptom control, suicidal ideation, and pain, observing that the most "demoralized" patients worry about being "burdensome" (to their families) even when in "incredible physical, emotional pain." Denial and refusal of medication was discussed (n = 3): "[Denying medication] is a badge of honor that 'I'm tough' … But it's really common."
Other Specific Adaptations to MCP
In addition to recommending adaptations related to the five themes described above, interviewees made additional general suggestions to improve the reception and outcome of MCP in the target population.
An interviewee emphasized meeting patients where they are: "Instead of respecting our goals, we have to respect their goals." For instance, the intervention could highlight "the value in the end of life stage, that there are still achievable ways that they're helping their family, contextualized in the family unit." Interviewees recommended that MCP adapted for the Chinese population must be "easy to adopt" and show results "right away." It was suggested that the MCP adaptation reframe and redefine study goals, definitions, and approaches to highlight their practical relevance, i.e. how MCP could help patients become happier, more functional, less of a burden on their families, and better communicators with the people in their lives.
All interviewees (n = 11) recommended the use of more specific examples to guide some of the more abstract topics that are included in the MCP intervention. Most interviewees (n = 6) expressed concerns regarding the session on experiential sources of meaning, when patients are asked to list three ways in which they connect with life and feel the most alive through the experiential sources of love, beauty, and humor. One respondent explained, "Culturally, it's not so practical. 
Conclusions
This study highlights the needs, priorities, and preferences of immigrant Chinese patients with advanced cancer in the context of adapting the MCP intervention for this population. Community leaders described how the role of the family, cultural values, cancer stigma, immigration histories, and attitudes toward end-of-life may impact the reception, processes, and outcomes of MCP in Chinese immigrants with cancer. They expressed the need for enhancing spiritual well-being in Chinese immigrant patients with advanced cancer and described several barriers to quality psychotherapy treatment for this population.
Interviewees voiced the central role of family in Chinese cancer patients' illness, including fear of becoming a burden to family members and the common practice of designating a family member to make medical decisions for the cancer patient. This is consistent with prior research describing Chinese cancer patients' anxiety about becoming a burden on the family compounding their own distress [21] . Interviewees described how filial piety can represent an additional concern in the lives of Chinese cancer patients. In adapting MCP for this population, researchers and clinicians should be cognizant of the role of filial piety in the care arrangements for Chinese cancer patients and should be inclusive of family members.
Chinese cancer patients' unique, culturally-influenced needs and priorities should be incorporated in adapting MCP for this population. Interviewees explained how traditional views, collectivistic norms, and cancer stigma might present barriers to delivering mental health care to Chinese immigrant patients with advanced cancer. These themes echo findings that ethnic-specific programs are associated with lower premature dropout and increased length of treatment [22, 23] . Practitioners delivering MCP to Chinese immigrants should be required to complete "cultural competency/responsiveness" training to gain the specific knowledge, attitudes, awareness, and clinical skills necessary for effective cross-cultural communication in the clinical setting [24] [25] [26] .
Our findings underscore the importance of the therapeutic alliance in the context of the MCP intervention. The therapeutic alliance, defined as the quality of involvement between therapist and patient, has been identified as one of the most important factors in therapeutic effectiveness [27, 28] . Yet numerous threats to the alliance exist for ethnic minorities, possibly due to cultural misunderstandings, miscommunications, and race-related biases [29] . Establishing agreement on goals, tasks, and processes builds the therapeutic alliance and is positively related to outcomes [30] . Because Chinese immigrant patients may have culturally-influenced preferences regarding treatment approaches (e.g. preferring directive to nondirective approaches [31, 32] ), therapists should consider which would best suit the individual's needs.
Interviewees also highlighted the cultural relevance of, and need for, spiritual well-being for this population. They observed the overlap between philosophies held in Eastern religions such as Buddhism and the meaningenhancing goals of MCP as embodied in the Chinese cultural emphasis on a good death at the end-of-life. Their observations mirror related findings in the literature: the concept of mindfulness, which emphasizes deliberate non-judgmental attention to present moment experiences, has roots in Buddhism and Asian philosophies, and has been gaining support among mental health professionals as a viable component of mental health care [33] . Mindfulness has been judged to contribute to the development of qualities such as transcendence and interconnectedness that are components of spiritual well-being [34] .
The study's limitations include a small sample size and sampling bias inherent in the selection of community leaders serving the target population. Future research should include interviews with patients and their families to assess their perspectives directly. However, the results present valuable information on the needs of this underserved group and parallel and expand upon findings reported in the limited number of other studies that address the challenges involved in developing a culturally-sensitive empirically-based treatment (EBT) for this population [3, 12, 23, 30, 32, 33, 35, 36] . These previous studies, in addition to our study, suggest that applying an overarching framework of cultural sensitivity, with particular attention to Chinese cultural norms, values, philosophies, and the central role of family, would contribute to the effective adaptation of MCP for this community. Results of this study provide further groundwork for future research and the development of linguistically and culturally tailored EBTs for this vulnerable population.
